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SUMMARY
Diagnosing death and issuing a Death Diagnosing Form (DDF) represents an activity that carries a great 
deal of public responsibility for medical professionals of the Emergency Medical Services (EMS) and is 
perpetually exposed to the control of the general public. Diagnosing death is necessary so as to confirm 
true, to exclude apparent death and consequentially to avoid burying a person alive, i.e. apparently 
dead. These expert-methodological guidelines based on the most up-to-date and medically based 
evidence have the goal of helping the physicians of the EMS in accurately filling out a medical report 
on diagnosing death. If the outcome of applied cardiopulmonary resuscitation measures is negative 
or when the person is found dead, the physician is under obligation to diagnose death and correctly 
fill out the DDF. It is also recommended to perform electrocardiography (EKG) and record asystole in at 
least two leads. In the process of diagnostics and treatment, it is a moral obligation of each Belgrade 
EMS physician to apply all available achievements and knowledge of modern medicine acquired from 
extensive international studies, which have been indeed the major theoretical basis for the creation 
of these expert-methodological guidelines. Those acting differently do so in accordance with their 
conscience and risk professional, and even criminal sanctions.
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INTRODUCTION

Cardiopulmonary resuscitation (CPR) repre-
sents a sequence of procedures with the goal of 
restoring spontaneous circulation and breath-
ing in resuscitated persons [1].

CARDIAC ARREST

Cardiac arrest (CA) is the leading cause of death 
in the world, with an annual incidence of about 
700,000 cases in Europe alone [2]. As one of the 
most emergent medical conditions, CA is the 
most frequent out-of-hospital (OH) occurring 
event [1]. According to the Utstein definition, 
CA is the cessation of cardiac mechanical activity 
as confirmed by the absence of consciousness, 
palpable pulse and apnea or agonal breathing [3].

Clinical death is the condition occurring 
immediately after the cessation of breathing 
and heartbeat, and before the brain cells die, 
when it is still possible to resuscitate the person 
by CPR. The time period from the cessation of 
breathing and/or heartbeat until the brain cells 
die is variable, but it mostly lasts from three 
to five minutes. Hypoxic brain injury develops 
four minutes after CA and is irreversible unless 
CPR is initiated during the next 12 minutes. 
Exceptions are children, patients with hypo-
thermia or acute poisoning [1].

The norm is to resuscitate any patient who 
has a chance of recovery, or when there are no 
sufficient data on the mechanism of injury, i.e. 
on the course of the patient’s pathological con-

dition [4, 5, 6]. In hypothermic and drowning 
persons or if CA cause is unclear, the process of 
resuscitation should be immediately initiated.

CPR is not initiated if CA had lasted for 
more than 20 minutes, if asystole confirmed in 
two leads lasts for over 30 minutes, in terminal 
phase of incurable diseases, in case of evident 
signs of sure death, signs of tissue decomposi-
tion and in case of severe destructive injuries 
evidently incompatible with life [6, 7].

There are general rules on the duration of 
CPR [1, 3]. CPR should be continuously applied 
until spontaneous circulation has been restored 
or as long as there is pulseless VF/VT. CPR is 
prolonged in a CA caused by hypothermia.

Cessation of CPR is justified when there 
are signs of irreversible cardiac death (asystole 
confirmed in two leads lasting for over 30 min-
utes despite CPR) [3].

CA is diagnosed by rapid triage of certain 
and uncertain signs [8].

A. Certain signs of CA: loss of conscious-
ness, cessation of breathing (agonal breathing 
or apnea) and absent carotid pulses.

B. Uncertain signs of CA: changed color 
of the skin and visible mucosa, mydriasis and 
EKG recording.

DIAGNOSING DEATH

Diagnosing death is performed based on the 
signs of death, which, defined on their con-
firmed values, are divided into three groups: 
uncertain, probable and certain [9].
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Type of death

Agony or death rattle is a collection of all events that pre-
cede a quick or slow death. 

Apparent death is the condition when life activities are 
reduced to a minimum compatible with life. It can last for 
hours, but 24 hours at the most. Apparent death can be 
suspected in the following cases:

•  if minimal life activities can be noted,
•  if probable and certain signs of death have not mani-

fested within the usual time,
•  in sudden death of adults and children,
•  in poisoning with psychoactive substances, hypother-

mia, apoplexy, uremia.
In such cases CPR should be applied rapidly and with-

out exception, in accordance with official protocols.
True death implies an irreversible cessation of the activ-

ity of the central nervous system and essential life func-
tions, circulation and breathing, which is followed by the 
occurrence of the signs of death.

COMPLETION OF MEDICAL REPORT FORM

In the Medical Report Form (MRF) (Figure 1), check the 
box indicating the degree of emergency, state the time the 
call was received by the medical emergency telephone 
service and the time of dispatching it to the Emergency 
Medical Team (EMT).

State the patient’s personal data obtained by the dispatch-
er and the patient’s address, and whether the intervention is 
in a public place or at the patient’s residence or other loca-
tion. State the reason for the call to the EMT. Unless police 
officers are already present, and the EMT assesses that their 
assistance would be needed, inform the dispatcher about it. 
Call the police in case of any of the following:

•  Unsafe approach to event location;
•  Verbal or physical attack on the EMT;
•  Impossibility to identify the deceased;
•  Death of a foreigner or death at someone else’s resi-

dence;
•  Sudden death;
•  Obscure circumstances of death occurrence;
•  Violent death;
•  Evidence of violence;
•  Death at a public site;
•  Death in the emergency vehicle during transport and
•  Unwitnessed death.
On arrival at the site, state data from the identifica-

tion document (ID) with a photo of the bearer (ID card, 
passport, refugee ID, driver’s license): patient’s first name 
and surname, Unique Master Citizen Identifier (UMCI), 
address, place of residence and ID number [10].

For deceased newborns without a registered name in 
the Register of Births prior to death, the following data 
is stated: male/female newborn with maternal first name, 
middle name and surname.

If reliable identification of the deceased is not possible 
in any of the aforementioned ways, the physician is obliged 

to pass the information immediately to the competent po-
lice office. MRF with personal data obtained heteroanam-
nestically cannot be issued for an unidentified deceased 
person; instead, such a person is referred to by a place-
holder name N.N., with stated gender and approximately 
assessed age.

For children up to the age of seven days, also fill in hour 
and minute of birth from the medical record or hetero-
anamnesis in case of newborns born at home before the 
arrival of the EMT.

State the place of residence from the ID, house number 
and name of the street or inhabited settlement, munici-
pality, and the republic of the last (permanent) place of 
residence of the deceased.

For foreigners who die on the territory of Serbia the 
following is to be stated: place of residence and the coun-
try of origin, i.e. permanent place of residence until the 
moment of death.

For refugees and displaced persons from the territory 
of Kosovo and Metohija state the following: name of the 
street and house number, place and municipality of the 
last residence.

As the place of residence of a deceased newborn state 
the paternal place of residence if father is the citizen of the 
Republic of Serbia while mother is a foreigner with the 
place of residence abroad.

Stated time entries are the crucial part of the MRF and 
sometimes only they can successfully defend us at court 
proceedings! [5]

For these reasons it is necessary to indicate exact date of 
intervention and precisely fill in all the times in the MRF:

•  Time of call received by the medical emergency tele-
phone service;

•  Time when the call was dispatched to the EMT;
•  Time of the EMT arrival at site of event and
•  Time when the intervention is completed and the 

EMT informs the dispatcher of being free for the next 
dispatch.

Taking anamnestic/heteroanamnestic data

This is the most significant part of the MRF in case of 
diagnosing death; therefore, data should be taken pre-
cisely and carefully filled in. It is necessary to state data 
on previous diseases and treatment obtained anamnesti-
cally/heteroanamnestically and from medical records if 
available [11].

If the patient is encountered with vital signs, but death 
occurred during the intervention [12], the following 
should be done:

•  Describe main complaints;
•  Indicate the time of complaints onset, describe their 

course and dynamics;
•  Indicate the time of CA onset during intervention 

and previously applied diagnostic and therapeutic 
measures;

•  Describe encountered body position;
•  Describe circumstances under which CA developed;
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Figure 1. Medical Report Form
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•  Indicate initial rhythm of CA and state the changes of 
rhythm if developed;

•  Indicate if CPR was performed and define the diag-
nostic algorithms, and describe the response to ap-
plied CPR measures;

•  If CPR is not performed, state reasons for this deci-
sion.

If the patient is encountered without vital signs, state 
the following significant heteroanamnestic data obtained 
by the present persons:

•  Whether CA occurred in the presence of witnesses, 
and state as precisely as possible the time from which 
the person was without signs of life, and duration of 
the state;

•  Whether basic resuscitation measures were applied by 
witnesses before EMT arrival, which ones and their 
duration;

•  If CA occurred without the presence of witnesses, 
state the time of the last contact with the victim;

•  Circumstances under which CA occurred;
•  Position in which the person was encountered;
•  All visible signs of CA, visible signs of violence, visible 

injuries [5];
•  Uncertain, probable or certain signs of death if present;
•  Data on previous diseases and treatment;

•  If CPR is not performed, state reasons for this deci-
sion [13].

If indications are determined for CPR initiation or CPR 
continuation if already started by laymen, state the fol-
lowing: whether CPR was performed and under which 
algorithms [1]; time of CPR initiation; initial rhythm of 
CA; response to applied CPR measures, state changes of 
CA initial rhythm if developed; final outcome of CPR.

In physical findings describe vital functions, changes 
of vital parameters, if developed, and the time when the 
changes were detected. Also, describe visible injuries and 
signs of violence if present, and mark initial arrest rhythm 
and its changes, if developed [14].

In the part of the MRF referring to therapeutic mea-
sures and procedures state the following:

•  Applied CPR measures;
•  Administered drugs, the dosage, as well as the mode 

and time of drug administration [1, 5].
If the outcome of CPR was negative, record EKG find-

ings and note asystole in at least two leads. Attach the 
recording to the Death Diagnosing Form (DDF) – it is 
advised to make the recording in two copies; a copy is filed 
with a copy of the DDF [15, 16].

In the adequate box of the MRF state the number of the 
DDF and the time of the diagnosed death [17]. Also, in 

Figure 2. Death Diagnosing Form
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the provided box, state the working diagnosis, as well as 
other diagnoses, with appropriate ICD codes. The physi-
cian has an obligation to confirm the completed MRF with 
a signature and a valid facsimile[10].

COMPLETION OF THE DEATH DIAGNOSING FORM 

If an intervention ends with a lethal outcome for the pa-
tient, the physician is under obligation to complete the 
DDF (Figure 2). This form is printed in duplicate. The 
original of the form is left to the relatives of the deceased 
or police officers if present at the intervention, while the 
duplicate is kept by the physician [18].

Paternal first name, deceased’s name, surname and 
place and date of birth – these data are obtained from the 
ID with a photo of the bearer. If such a document is un-
available, then the deceased is given a placeholder name 
N.N., and only gender and age according to the physician’s 
evaluation are stated.

Place of death – state the exact address where death 
was pronounced.

Time of ascertained death (day, hour and minute) [10, 
15]. If, based on the available data and performed exami-
nation, the physician assesses that there are no indications 
for initiating CPR, the time when this decision is made as 
well as the time of diagnosed death are filled into the form. 

If CPR was necessary and performed sufficiently long ac-
cording to the corresponding protocol, but with a negative 
outcome, the time of ascertained death is the time when 
the decision was made to stop CPR, which is when, at the 
end, asystole is confirmed by EKG in at least two leads. It 
is also recommended that such an EKG recording should 
be attached to the DDF.

The number of the DDF is entered into the MRF in the 
appropriate box, as well as the time of diagnosed death.

And finally, the physician is obliged to put a readable 
signature and a valid facsimile at the end of the form.

Note: It is not allowed to bury the deceased using this 
form only. The Office for the Certification of the Time 
and Cause of Death is authorized for further procedures 
regarding deceased persons on the territory of Belgrade, 
Serbia. Telephone number of this Office is stated at the 
right footer of the page. In the city suburbs the relevant 
healthcare center has the same role.

At the end, moral obligation of each EMT physician 
is to apply, in the process of diagnostics and treatment, 
all available achievements and knowledge of modern 
medicine acquired from extensive international studies, 
which have been indeed the major theoretical basis for the 
creation of these expert-methodological guidelines [19].  
Those acting differently do so in accordance with their 
conscience and risk professional, and even criminal sanc-
tions [20].

1. Andjelic S. A prediction survival model for out-of-hospital 
cardiopulmonary resuscitations. J Crit Care. 2011; 26(2):223.e11-8. 
[DOI: 10.1016/j.jcrc.2010.06.001] [PMID: 20655699]

2. Nichol G, Thomas E, Callaway CW, Hedges J, Powell JL, Aufderheide 
TP, et al. Regional variation in out-of-hospital cardiac arrest 
incidence and outcome. JAMA. 2008; 300(12):1423-31.  
[DOI: 10.1001/jama.300.12.1423] [PMID: 18812533]

3. Andjelic S, Djordjevic N. Out-of-hospital cardiopulmonary 
resuscitation in four Serbian university cities: outcome follow-up 
according to the “Utstein style”. Signa Vitae. 2010; 5(1):27-33.

4. British Medical Association. Decisions relating to cardio-pulmonary 
resuscitation. A joint statement from the British Medical Association, 
The Resuscitation Council and the Royal College of Nursing. London: 
Ethics Department, British Medical Association; 2002.

5. Andjelic S, Panic G, Sijacki A. Emergency response time after out-of-
hospital cardiac arrest Eur J Intern Med. 2011; 22(4):386-93.  
[DOI: 10.1016/j.ejim.2011.04.003] [PMID: 21767757]

6. Andjelić S, Ivančević N, Bogunović S. Reaction times as indicators 
of the quality of expert work of Belgrade municipal institutions for 
emergency medical services. Central European Journal of Medicine. 
2012; 8(1):90-5. [DOI: 10.2478/s11536-012-0102-0]

7. Savić S. Smrt i utvrđivanje smrti. In: Vučović D i sar., editors. 
Urgentna medicina. Beograd: Obeležja; 2002. p.1235-6.

8. Anđelić S, editor. Vanbolnička kardiopulmonalna reanimacija 
odraslih. Beograd: Zadužbina Andrejević; 2008.

9. International Classification of Diseases, Tenth Revision, Clinical 
Modification (ICD-10-CM). Geneva: Center for Health Statistics. 
Centers for Disease Control and Prevention (CDC); 2010.

10. Pravilnik o postupku izdavanja potvrde o smrti i obrascu potvrde o 
smrti. Službeni glasnik RS, br. 25/2011.

11. Zollinger U, Plattner T. The unusual cause of death – a special 
assignment for the doctor in emergency service. Ther Umsch. 2005; 
62(6):413-8. [DOI: 10.1024/0040-5930.62.6.413] [PMID: 15999940]

12. Canas F, de la Grandmaison GL, Guillou PJ, Jeunehomme G, Durigon 
M, Bernard MH. Medical and legal problems of death certificates. 
Revue Prat. 2005; 55(6):587-94. [PMID: 15913109]

13. Lockey AS. Recognition of death and termination of cardiac 
resuscitation attempts by UK ambulance personnel. Emerg Med J. 
2002; 19(4):345-7. [DOI: 10.1136/emj.19.4.345] [PMID: 12101156]

14. Savić S. Hirurška intervencija i lekarska odgovornost. In: Stevović 
D. i sar., editors. Hirurgija za studente i lekare. Beograd: Savremena 
administracija; 2000.

15. Nguyen F, Mathy F, Hervé C, Lorin de la Grandmaison G, Charlier P. 
How to complete a death certificate? Rev Prat. 2012; 62(6):759-63. 
[PMID: 22838264]

16. Savić S. Physicans’ responsibility between social criticism, legal 
rules, and medical ethics. Medical Data Rev. 2009; 1(3):37-41.

17. Robbins JA. Commentary: death certificate reporting needs to be 
fixed. J Public Health Policy. 2012; 33(2):215-7.  
[DOI: 10.1057/jphp.2012.5] [PMID: 22358122]

18. Walker S, Rampatige R, Wainiqolo I, Aumua A. An accessible 
method for teaching doctors about death certification. HIM J. 2012; 
41(1):4-10. [PMID: 22408110]

19. Monsó i Fernández C. Signing the death certificate: legality and 
ethics. Aten Primaria. 2012; 44(4):e20-2.  
[DOI: 10.1016/j.aprim.2011.07.012] [PMID: 22019061]

20. Collier R. Managing an expected home death. CMAJ. 2012; 
184(4):396-7. [DOI: 10.1503/cmaj.109-4101] [PMID: 22311948

REFERENCES



  

768

  

doi: 10.2298/SARH1512763S

КРАТАК САДРЖАЈ
Ди јаг но сти ко ва ње смр ти и из да ва ње по твр де о утвр ђи ва-
њу смр ти је од го вор на и про фе си о нал на јав на ак тив ност 
ле ка ра слу жбе хит не ме ди цин ске по мо ћи (ХМП), ко ја је 
стал но из ло же на кон тро ли гра ђа на и јав но сти уоп ште. Ди-
јаг но сти ко ва ње смр ти је нео п ход но ка ко би се по твр ди ла 
пра ва смрт и ис кљу чи ла при вид на смрт, тј. да би се на тај 
на чин из бе гло са хра њи ва ње жи вих, од но сно при вид но мр-
твих осо ба. Циљ овог струч но-ме то до ло шког упут ства, за-
сно ва ног на са вре ме ним ме ди цин ским по да ци ма, је сте да 
по мог не ле ка ри ма ХМП при пра вил ном по пу ња ва њу ле кар-
ског из ве шта ја о ди јаг но сти ко ва њу смр ти. Уко ли ко је ис ход 
при ме ње них ме ра ре а ни ма ци је не га ти ван или ка да је осо ба 
про на ђе на мр тва, ле кар је ду жан да ди јаг но сти ку је смрт и 

пра вил но по пу ни фор му лар о ди јаг но сти ко ва њу смр ти. Та-
ко ђе се пре по ру чу је ЕКГ пре глед и да се ре ги стру је аси сто-
ли ја у нај ма ње два од во да. Мо рал на оба ве за сва ког ле ка ра 
ХМП је сте да то ком по ступ ка ди јаг но сти ко ва ња и ле че ња 
при ме ни сва рас по ло жи ва до стиг ну ћа и зна ња са вре ме не 
ме ди ци не, сте че на на осно ву екс тен зив них ме ђу на род них 
сту ди ја, што је сва ка ко би ла глав на те о риј ска осно ва за ства-
ра ње овог струч но-ме то до ло шког упут ства. Они ко ји се у 
сво ме ра ду по на ша ју дру га чи је чи не то по сво јој са ве сти, 
до ла зе ћи у си ту а ци ју да због то га про фе си о нал но – па и 
кри вич но – од го ва ра ју.

Кључ не ре чи: струч но-ме то до ло шко упут ство; из ве штај 
ле ка ра; ди јаг но сти ко ва ње смр ти

Правилно попуњавање лекарског извештаја приликом констатације смрти
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